Background: Reorganization and downsizing can disrupt a competent staff and conflicts can arise between what the employee is being asked to do and their knowledge and competences. Reduced job satisfaction among nursing home staff with increased workload and strain can occur. Aim and Objectives: The aim was to investigate the organizational climate and prevalence of burnout symptoms among caregivers over time in three Swedish nursing homes (NH I-III) undergoing organizational changes, while education and clinical supervision were provided. Design: The study design combines qualitative and quantitative methods in a longitudinal two-year follow-up project in NH I-III. Methods: Support through education and clinical supervision was provided for caregivers only at NH I and NH II. At NH I-III caregiver self-assessments and interviews were completed and analysed three different times. Results: NH I revealed improvement and increased innovation over time, while NH II showed a decline with no ability to implement new knowledge. NH III retained a more status quo. Conclusions: Organizational changes and cutbacks, occurring at different times, appeared to cause major stress and frustration among the three personnel groups. They felt * Corresponding author.
Introduction
The focus in this study is to investigate through caregivers' self-assessments and experiences, the organizational climate and burnout relative to changes and cut backs in elder care; while education and clinical supervision was provided. In the last decades, the care of older people has increasingly come to be viewed as a primarily public matter in Sweden. Divergent and opposite views to mobilise a reorganization of public services and identities of workers have been discussed in the Nordic countries [1] [2] . When interviewing employees at different nursing homes, they regarded their job as meaningful and were proud of their work but revealed that a moral uneasiness existed between the care they were able to provide and what they would like to provide [3] . Häggström et al. [4] have also found mixed feelings toward work. The caregivers experienced a committed relationship to older people but felt guilty when organizational structures forced them to rush their daily care and did not allow enough time for each person. It is difficult for caregivers to balance all demands successfully and Suhonen et al. [5] as well as Fagerberg and Engström [6] suggest that key aspects are ethical discussions within their work.
Organizational changes have been addressed as a factor that prevents learning interventions in the care of older people [7] and this is unfortunate, considering the importance of development in the care of older people. Within the context of nursing health care, supervision has been viewed as a valuable means of supporting and developing professional practice [8] and one way of recruiting and keeping personnel aimed at developing professional competence and personal identity [9] . Another way to develop staff members' lack of formal competence can be with e-learning and e-assessment [10] . Furthermore, ethical dilemmas are present in almost every nursing care situation and clinical supervision makes it possible for reflection on these ethical dilemmas [11] resulting in a process leading to increased quality of care [12] .
As people live longer nowadays, they consume an increasing amount of various forms of health care. At the same time, the financial resources in society are decreasing, necessitating efficient usage of health care resources [13] [14] . Among those working in elder care, licensed practical nurses (LPNs) and nurse's aides (NAs) make up the largest group, with registered nurses (RNs) numbering only a few [14] [15] . Weak leadership is thought to be a prominent problem in municipal care of the old [6] [16] . There is also a problem with illness absenteeism and staff turnover, which have increased markedly during recent years. In municipal health care, a lack of welleducated personnel and difficulties in retaining personnel are well-known facts that have an immense impact [17] .
Burnout is most commonly defined as a syndrome that includes feelings of emotional exhaustion, depersonalization and reduced personal accomplishment [18] . In Sweden, burnout has been cited as one of the major causes of the sharp increase in long-term disability [19] . When meaningfulness and manageability are not balanced, feelings of fatigue and symptoms of burnout appear. Likewise, high job involvement plays paradoxically a part in burnout [20] .
According to Ekvall [21] , the work climate is regarded as an attribute of the organization, such that attitudes, feelings and behaviours characterize life in the organization. These exist, independent of the perceptions and understandings held by organization members. The work climate influences organizational processes such as problem-solving, decision-making, communication, co-ordination and control [21] [22] . In times of downsizing and reorganization, challenges emerge regarding ways of keeping and motivating those affected [23] .
The literature review shows that changes in the health care system exist today and has done so previously as well. Changes will always likely be present in elder care and necessary if they contribute to the development of health care in a positive manner. However, little is known about how caregivers are influenced by these changes and cutbacks in the elder care context during clinical supervision. Presumably these changes can undermine caregivers' ability to do good work and to feel good about their work. It therefore seems important to focus on caregivers' experiences when threats of organizational change and closing of facilities occur during clinical supervision.
The aim of the present study was to investigate the organizational climate and prevalence of burnout symptoms among caregivers over time in three Swedish nursing homes undergoing organizational changes, while education and clinical supervision was provided. This study addressed a research question: What are the consequences for the caregivers when organizational changes are a fact?
Methods and Material
The present study is part of a two-year, annual follow-up, longitudinal project in three Swedish municipal nursing homes of older people (NH I, NH II and NH III). At the outset of the project, promises were made that no organizational changes were planned. Despite this, as a result of political decisions, administrative reorganization and personnel reductions on all shifts were instituted at all three of the NHs, though at different times during the two-year period. At the onset of the present study a quantitative approach was chosen in order to explore organizational climate and prevalence of burnout among caregivers in three nursing homes. Due to the organizational changes that led to subjects dropping out, we decided to include interview data with the same focus from the caregivers working at the involved NHs.
Design and Settings
The present study has combined quantitative and qualitative methods to facilitate acquisition of knowledge and improved understanding. Certain questions required a mixed methods approach; mixed-method research can expand and improve analytical power in studies [24] . Organizational climate and prevalence of burnout symptoms were studied at the group level at three different nursing homes. After collection of the initial baseline data at NH I, NH II and NH III a two-year support through education and clinical supervision started at NH I and NH II. Caregivers were able to request the educational topics and could give their input regarding the approach taken to the education and clinical supervision. A voluntary training program was offered about once a month and delivered by physicians and nurse specialists during the two years. Caregivers sought more knowledge about different diseases, as well as additional training in communication, seeking literature, team cooperation, and conflict management. This staff support is further described by Fläckman et al. [25] .
In an effort to be more comprehensive, the NHs were followed over a two years period. NH I, with 40 residents, was situated in a municipality with a population of over 100,000. NH II and NH III, with 40 and 52 residents respectively, were located in a municipality with 20,000 inhabitants. Several residents had dementia diagnoses and multiple diseases, some in advanced stages including behavioural and psychiatric symptoms of dementia (BPSD). Each of the NHs had one RN and the total ratio, including LPNs and NAs, was 1.0 staff member per bed (including night staff). The staff members were distributed so as to cover all the shifts.
The time frame for the announcement of the politicians' decisions for reorganization and financial cutbacks at the respective NHs is presented in Figure 1 . For example, nine RNs from NH I who resigned were replaced by LPNs. Additionally, a simultaneous reduction in the number of employees and an increase in the number of residents took place at NH II, and when personnel were absent, they were not replaced. NH III was still in its original form at the end of the study, but the number of residents and personnel had decreased markedly.
Sample
The personnel at the three NHs gave their informed consent to participate in the study. The Regional Research Ethics Committees ( § 803/99, § 00-070) approved this project. Information was given verbally that participation was voluntary, confidentiality was guaranteed and that participants had the right to leave the study at any time without giving a reason. The caregivers who volunteered to participate, performed the self-assessments and were interviewed are further presented in Table 1, Table 2 . The participating caregivers varied at the three data collection points, but no new caregivers were included during the study time. Caregivers dropped out due to illness, personnel turnover, inability to respond for personal reasons and undefined reasons. 
Self-Assessment Questionnaires
The self-assessment questionnaires were distributed three times: before the intervention (baseline) and after 12 and 24 months, respectively. The completed questionnaires were returned individually in postage-paid envelopes addressed to the research team. Two different instruments of Lickert type were used: the Creativity and Innovative Climate Questionnaire (CCQ) [21] and the Maslach Burnout Inventory (MBI) [18] .
Creativity and Innovative Climate Questionnaire
The CCQ is a self-assessment instrument, earlier used in Sweden [26] - [28] for measuring the degree of creativity and innovativeness in an organization. The CCQ contains 50 items covering 10 dimensions: challenge; freedom; idea support; trust/openness; safety dynamics/liveliness; playfulness/humour; debates; conflicts; risk-taking; idea-time [22] . Each dimension includes five statements assessed on a four-point Likert scale from absolutely not applicable (0) to applicable to some extent (1), fairly applicable (2) and highly applicable (3). The points for these five statements are added up and then divided by the number of statements. The dimensions were developed in connection with several large-factor analytic studies. The stability and internal consistency reliability have been tested and are considered high [22] . Mean reference values for innovative and stagnated organizations are presented in Table 1 . The instrument is described as being an organizational rather than individual measure, as changes are measured at the organizational level [22] . The mean value in each dimension can vary from a strong and dynamic (3.0) to an extremely weak and stagnating organization (0.0). The scales are not reciprocally calibrated, for example the value 2.0 in one dimension is not necessarily higher than 1.5 in another.
Comparisons can only be made dimension by dimension. Cronbach's alpha reliability coefficient for the CCQ subscales in the present study is 0.85.
Maslach Burnout Inventory
MBI has become one of the most widely used and validated instruments for assessing burnout and was translated into Swedish by Hallsten [29] . The scale consists of 22 items divided into three subscales. The first subscale, Emotional Exhaustion (EE), uses nine items to assess "feelings of being emotionally overextended and exhausted by one's work". Depersonalization (DP), another subscale, consists of five items and assesses "unfeeling and impersonal response towards recipients of one's care". The Personal Accomplishment (PA) subscale, with eight items, assesses "feeling of competence and successful achievement in one's work with people" [18] [30]. The MBI is scored on a 7-point scale from never (0) to every day (6) . Responses are summed to give separate scores for each of the three subscales and are categorized into low, average or high degrees of burnout according to normative data presented in Table 2 [18] . High levels of EE and DP and low levels of PA are associated with burnout. The reliability coefficient for the MBI subscale in the present study was 0.75.
Interviews
The caregivers at the three NHs were interviewed at the start, after 12 months and after 24 months, giving in total 30 + 21 + 13 interviews at NH I, 16 + 11 + 17 interviews at NH II and 18 + 19 + 13 interviews at NH III. The individual interviews lasted 30 -60 minutes and took place in a setting chosen by the interviewees, where there would be no interruptions. They were asked about their expectations and experiences of work at the NH and were encouraged to speak freely about the joys and difficulties of their working situation as well as how they envisioned the future. To investigate changes over time the same questions were asked at all three occasions. To clarify and develop the content of what the interviewees said, questions such as "please tell me more about this situation" or "can you tell me more about how you felt about that situation" were asked cf. [31] . The interviews were tape-recorded with the participants' permission and transcribed verbatim by an experienced secretary. For the present study, five interviews were chosen at random from each interview occasion within the three groups of caregivers (5 × 3 from NH I-III), which resulted in a total of 45 interviews.
Data Analysis

Quantitative Data
Because the sample was small and those taking part were not always the same at the three data-collection points, group mean scores rather than individual scores have been used in the quantitative data analysis. Further, the Kruskal-Wallis non-parametric method was used to analyse the differences within the three independent NHs at baseline and both follow-up measurements. Descriptive analysis using means and standard deviations was used for all responses. When significant differences emerged, the Mann-Whitney U-test was used [32] . The analyses were carried out using the SPSS computer program (SPSS, version 17). Because a P value of ≤0.05 was considered statistically significant, the majority of the results were not significant. When the quantitative analyses were finalized it appeared that the results were statistically weak due to the number of drop outs. Thus, qualitative analyses were deemed important to explore how the caregivers expressed the domains in the scales.
Qualitative Data
The interviews were analyzed by two of the authors who had not performed the interviews and the procedure was a directed content analysis [33] , using the 10 dimensions in CCQ and the three subscales in MBI as a raster. All text from the three interview periods were read several times and coded immediately using the predetermined codes [33] . Notes were made indicating whether and how the interviews changed over time dependent on occurrences and intensity. To validate the outcome, all authors discussed the findings until a consensus was reached.
Results
Results from interviews and caregivers' self-assessments will be presented and described separately for the respective NHs. The numbers of included caregivers from the three NHs with their response rate of CCQ are presented in Table 1 and Figure 2 
NH I
Creative Climate Questionnaire
The majority of the baseline scores from the CCQ demonstrated that NH I functioned at the innovative organizational level and an improvement from baseline was seen, which suggests a more innovative organization. The scores for "conflict" and "trust" improved at NH I ( Table 1, Figure 2(a) ).
Maslach Burnout Inventory
The scores from the MBI measurement in NH I did not suggest burnout, but the degree of burnout changed for the better. The caregivers estimated their symptom as average in the EE subscale at baseline, but demonstrated more favourable scores after 24 months. In the PA subscale, the caregivers at NHI estimated favourable scores throughout the study (Table 2, Figure 2(b) ).
Interviews
The first interviews showed that conflicts were prevalent in the personnel group due to different opinions about prioritizing work and indecisive leadership. Challenges were seen with their expectations of something new, and there was a foreboding that the implementation of new ideas would be limited due to lack of time and support from management. The interviews showed a high degree of emotional frustration among the caregivers.
"It was going to be so new and great here. But we don't get on and there's always some argument among the staff. You don't work in the same way. What's worse is that nobody deals with it. The manager says we have to accept that it takes time to start something new, but I mean really we can't continue like this".
The second interviews showed that conflicts still existed among the caregivers as well as frustrations over the weak leadership. Several of the personnel had quit and a lack of dynamics existed due to untrained and insecure replacements. They reported that several in the personnel group had been on sick leave for a shorter or longer period due to emotional distress or exhaustion. The caregivers expressed exhaustion, fatigue and resignation. They tried to do their job, but had no creative ideas or solutions for developing the care they were giving at work. The caregivers felt unable to fully utilize their competence in their work and felt that they worked without planning. The conflicts and lack of time created a lack of freedom. " The third interviews showed that many in the primary work group had left their employment. The remaining caregivers attempted to find new challenges and possibilities in their work. The interviews indicated an ability among the caregivers to tolerate uncertainty and disparity, despite the conflicts that still existed due to poor leadership. The personnel had divided themselves into informal groups attempting to support each other. They used playfulness and humour and avoided discussions in an effort to cope with their work. Some said they could cope with the work situation because they "did not care" or "just didn't think about it". "Our expectations were much higher than how things turned out. Dementia 
I've never been at a workplace as bad as this one and we don't have any leadership. One after the other quits or gets burned out. I have no use for my education here. You can't plan and do activities and you don't have time for anything because you never know what your day will be like".
NH II
Creative Climate Questionnaire
The caregivers from NH II had scores that progressed negatively from baseline to the 24-month follow up. Some of the scores suggested stagnation in the organization. The scores for "conflict" and "trust" worsened over the period (Table 1, Figure 3(a) ).
Maslach Burnout Inventory
The caregivers from NH II had a low mean score on DP and EE, which changed after 12 months, but still indicated a low degree of burnout. NH II had a mean score at 24 months on the PA subscale that was considered "average" (Table 2, Figure 3(b) ).
Interviews
The first interviews showed that challenge, freedom and playfulness were prevalent, with positive feelings and expectations regarding their new work. The caregivers felt they had idea-support from management when they were given the opportunity to implement a positive milieu for themselves and the older people and they showed independence in their decisions. Time was available to work on new ideas and the climate suggested easiness in the workplace atmosphere. The relationship with colleagues and the residents showed emotional involvement with security. Nevertheless some anxiety existed about the unfamiliar milieu due to the vast physical layout of the NH. "I try to do my best for the residents so they will thrive. Meet their needs to the extent I can".
After one year, the interviews showed uncertainty, and the caregivers' trust and openness with regard to the management had decreased. There were increasing conflicts in work groups, and the freedom and independence in decision-making that was seen in the first interviews was no longer prominent. From having been focused on their work, the personnel were now more focused on their individual situations. Nevertheless, they still had hope that they could continue to influence their work and some emotional involvement still existed. "We've heard rumors that another facility will be closed and that more residents will come here without any increase in staff. What happened to everything they promised us, for example, that we'd be part of a project, get supervision and support? Do we dare believe that we can continue as we planned and as we were promised"?
Emotional involvement and trust in management were not prominent in the third interviews, and the caregivers were more watched over in their work. They were frustrated about conflicts that existed in the groups and the lack of idea-support. Signs of fatigue and exhaustion now appeared in the interviews when the caregivers described their work as more hectic. They realized that their expectations of giving good care would not been fulfilled, but they were not willing to give up. 
NH III
Creative Climate Questionnaire
The scores from NH III were stable throughout the study, however half of the CCQ dimensions demonstrated less favourable conditions at the 24-month follow-up. The scores for "conflict" and "trust" remained stable (Table 1, Figure 4(a) ).
Maslach Burnout Inventory
In the EE and PA subscales from NH III, the mean scores worsened at 12 months, but eventually improved from baseline after 24 months (Table 2, Figure 4(b) ).
Interviews
The first interviews showed that trust, safety dynamics and playfulness predominated. The caregivers were preoccupied with their work and showed self-confidence when describing a workplace that was familiar to them. They knew their colleagues and management well and did not feel tension in their work groups. They showed pride when describing that the residents and management appreciated them. The atmosphere was relaxed, even though there was a great deal of work to do and sometimes no time for doing that "little extra". "I think it works fine, we can bring up problems, new suggestions and we often get responses to what we bring up. We're going to change the schedule and food provision, and I think that's good. Our supervisor lets us decide more and more for ourselves how we want to work".
After one year, the interviewees expressed feelings of insecurity and increasing conflict. Their degree of freedom was reduced by the changes that had occurred. Not knowing where to go in the morning, which residents they would be responsible for or with whom they would work created the feeling they were losing control. The tension in the work groups was increasing and they felt forced to cooperate. The playfulness and humour present in the first interview was not prominent, and they missed colleagues who had left. The discussions about reduction and termination notices filled their days, and according to the caregivers, these had given rise to an unpleasant atmosphere. "Now we think there's no reason for us after knowing we're going to be closed downwell we do what has to be done, nothing more, and I feel dissatisfied with not being able to plan my work".
Resignation was shown in the third interviews, and the caregivers talked about making the best of the situation. They were safeguarding themselves and the residents. Conflicts and irritations existed in the work groups. Lack of commitment was seen when they described the discussions about planning their work. Nevertheless, their feelings of responsibility for the residents, a belief in the future or in new work made them continue to struggle. The appreciation they received from the residents, relatives and management helped them carry out their work. "I wouldn't have anything against leaving this place, the work situation is insecure. In elder care there must be people who are interested and there must be commitment to working with the old people. As it is now it's difficult to feel motivated. You can't lose your patience when you work with old people".
Discussion
The present mixed methods study investigates consequences experienced over time by the caregivers at three NHs when organizational changes are an actuality; and when caregivers at two of these NHs received support. Interesting findings include the negative outcome from both assessment instruments and the interviews at all three NHs when they were anticipating and undergoing organizational changes and cutbacks (Figure 1) . Cutbacks appeared to cause much stress and frustration among the personnel groups, and they felt guilty about not fulfilling their perceived obligations. The caregivers from all three NHs gave the impression of continuing to struggle, but seemed to have lost something important: their pride in giving good care. Juthberg et al. [34] have described similar results in a study; not being able to provide the care residents need, experiencing shortcomings and caregivers having to silence one's conscience in order to continue working. Likewise stress from a troubled conscience can lead to emotional exhaustion and a risk for burnout [35] . Jones [36] concluded that clinical supervision challenges nurses to think differently about their professional work. This has also been highlighted as a possible strategy for recruitment and retention within all levels of nursing personnel [37] . Therefore, supervision can help nurses to achieve a number of valuable objectives. In a literature review, Butterworth et al. [38] found that most clinical supervision was seen as an educative and supportive process, in addition they also found in some studies that clinical supervision can be cost-effective and improve care.
NHs I and II received support through education and clinical supervision for two years, but the outcome with regard to their scores was different. The scores at NH III were more constant compared with the others. The announcement of planned cutbacks and their realization may have been mirrored in the scores. The support provided in the present study seemed to have helped the caregivers at NH I, but was not able to alter the situation for caregivers at NH II, who were informed of the changes later in the study. A second analysis of all NH II interviews was reported by Fläckman et al. [25] , with the conclusion that after two years the caregivers' willingness to care continued, despite their disappointment in the worsened working conditions. The main theme that resulted was that despite shattered expectations, a willingness to care for older people remained. The continued education and clinical supervision seem to be one factor behind this continued commitment. These findings demonstrate that support and caregiver involvement in educational programs are important during times of change and when disappointments arise in the workplace. Other aspects such as the work climate and support and inclusion of all those that work in the nursing homes are also important when education and clinical supervision are offered to produce good outcomes [39] .
At NHs II and III, the MBI scores worsened at the 12-month assessment, which corresponded to the time when they began discussing financial cutbacks (Figure 1) . The 24-month scores improved for "feelings of competence and successful achievement in one's work" at NH III. By that time, the personnel at NH III were familiar with the plan for staff reduction. Research regarding the correlations and a manifestation of burnout is quite difficult to interpret because the theories vary a great deal and the research findings often contradict each other [40] [41] . Different patterns of possible causes and consequences imply that different intervention strategies need to be used [42] .
The interviews from NH I-II revealed a disappointment with the leadership and the staffs there were not as stable as those at NH III who were more pleased with their leaders. Hannigan et al. [43] revealed that poor support from management was associated with higher emotional exhaustion and that longer work experience in a field was associated with lower depersonalization scores. This is consistent with the BMI result of NH I in this study. Hyrkäs et al. [44] claimed that even first-line leaders need support in their work. Several organizational changes and scarce economic resources in the health care system have also challenged nursing leaders.
Using a quantitative design, Edwards et al. [45] found a lower level of burnout among community mental health nurses when clinical supervision was effective. Similarly, Begat and Severinsson [46] reported that clinical supervision had an influence on nurses' experiences of well-being. Based on a quantitative design, Choi and Johantgen [47] showed that supportive supervision was important for job satisfaction among certified nursing assistants in nursing homes. This confirmed findings reported by Hyrkäs [44] and Hyrkäs et al. [48] who also found that levels of stress decreased when supervision was available.
In a creative climate, organization members are emotionally involved in their work [22] . Furthermore, a question can be raised about the nursing care quality during the two-year period. According to Ekvall [21] , the work climate influences organizational processes such as problem-solving, decision-making, communication, co-ordination and control. Providing care in the context of organizational change can lead to conflicts between what the employee is being asked to do and the employee's knowledge and competences. Creative work climate has a strong relationship to job satisfaction [49] . The present study followed the personnel group over time from an organizational rather than an individual perspective, which is in accordance with Ekvall [22] . The results presented in the present study have similarities with Trydegård [2] indicating that changes have not been appreciated.
Study Limitations
In this study due to reorganizations and cut backs the quantitative research originally intended was not possible; so a mixed method design was chosen. Changes are common in elder care [1] - [5] and there is much that can interfere and influence ongoing research projects. This can be seen as a challenge for future research in elder care especially for longitudinal studies. A mixed method that included a combination of methods was chosen to meet this challenge, add strength to the study and facilitate a deeper understanding into the experiences of caregivers of older people. Data from the qualitative analysis provided insights and facilitated interpretation of statistical findings based on the self-assessment instruments [50] . The approach also provided an opportunity to maximize the richness of the narratives [51] . The divergent results in the quantitative and qualitative data among caregivers in NH I are interesting. One question is whether questionnaires are sensitive enough to capture the necessary dimensions in an organizational climate. The present findings demonstrate, however, how the use of mixed methods [24] can lead to accounts that strengthen and/or complement each other. One contributory factor may also be lack of time needed to respond to and reflect on the questions in the questionnaires. Another issue is what kind of situations the caregivers assessed and what kind of situations they reported. The questionnaires were directed towards the work climate, and the interviews were more focused on the work situation as a whole. In the interviews, most of the frustrations expressed were over the leadership, which the assessment scales did not capture. This can be understood in that the leader and their leadership are more important than the staff as individuals when change is to be executed [12] . The interviews were analyzed by two of the authors who had not performed the interviews. In the present study, this can be viewed as a strength, as the authors were able to consider the interviews as a whole and without any pre-understandings based on the interview situations or earlier analyses of quantitative data. The personnel groups were largely comparable. NHs II and III were, however, located in a smaller municipalities than NH I, which may have limited staff members' opportunities for job change. This may have affected the results as well as the structural changes and reductions in staff due to political decisions. During an intervention period of two years, many unexpected events can occur, as was the case in the present study. The unplanned changes in the NHs, due to the organizational changes and uncontrolled factors influencing the study, created another threat to internal validity [52] .
Conclusions and Practical Implications
The results of the present study showed negative outcomes at all three NHs when the organizational changes and cutbacks were announced. The new situation caused major stress and frustrations among the personnel groups, and they felt guilty about not meeting their perceived obligations. Providing education and clinical supervision during such a time constituted a challenge, but it is interesting to speculate on what would have happened without such an intervention. The present study emphasizes the need for more research in this area to further investigate factors for preventing burnout, improving creativity and innovation in an effort to help people stay in their occupations as caregivers of older people. More research is also needed on how these factors such as reorganization and cutbacks influence person-centered care and the support the staff requires to provide good quality care to older people. Further research is also necessary in the area of the working environment and its effects on recruiting and retaining health care staff in elder care.
